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WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

.

'BIRTH KO.

ALED MAR

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. &2 PRIMARY-REG. DIST. ID._.:!'_Q.L

262
285

19 1949

State File No

e e Kepistrar's No
L. PLACE OF DEATH 2 USUAL RESIDENCE (Whare decossed lived. I instituticn: residence before
. COUNTY . STATE - . b. COUNTY sd i,
» Buchanan s Missouri Atchison <&
b. %EY (I outalde corpurate Limits, write RURAL and d'n...!d C. Al'.'(ENjnG:rhl-i: OF) €. ng {1t outaide corporate limits, write RURAL and glve township)
Li {! e - N \2}
Tomn  St. Joseph o oS B layonn  StTafkiosn Py
d. FULL NAME OF (If not in hoapital or Lnstitution, give streot address or looation) d. STREET {If rural, give location) e
HOSPITAL OR ADDRESS . . . I
INSTITUTION ~ Mo. Meth. Hospital Tarkio, Missouri
3|:’;‘EACME§SOE% 8. {First) b. (Middle) c. (Last) 4. DATE {Month) {Day) (Year)
{ Type or Print) Oca Lawson DEATH March 8, 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In year] IF UNDER 1 YEAR | OF UNDER M Kes,
. . . Wi WED, DIVORCED (S%nﬂv) . last birthday) Mom.h-l Days | Hours | Mia.
Female White arried March 16,1891

10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE (Btats or forelgn ountry) 12. CITIZEN OF WHAT
dnmd most of working life, evea if rotired) USTRY . NTRY?
! At home Tarkio, Mo. LS.
132, FATHER'S NAME 13b, MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Unknown Paul Lawyson
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S|IGNATURE OR NAME ADDRESS
{Yes.no,or unknown) | (If yoa, sive war or dates of service} NO. L . . a
No None None Paul Lawson, Tarkio, Missouri

18. CAUSE OF DEATH MEDRICAL CERTIFICATION. m’gg}r:]&gsbrgzm
| Enter only onscauseper [ |- DISEASE OR CONDITION g; ‘ Q-JW z ?—-
line for (a), (b}, and (c) DIRECTLY LEADING TO DEATH'(Q) i’J, Z
*This doer not mean ANTECEDENT CAUSES [+ ééz ﬁ 7;:.-6-;‘/ ~ 5
the mode of dying, such | Aforbid conditions, if any, gising DUE TO (b) 2, s & d“‘ e 7
-as beart fallure, asthenio, | rive to the above caure (a) sinting . N .
de. It means the dis- | UH° underlying caude loddl.
ease, fnjury, or complica- i . DUE TO (¢} .
tion tohich caused death, | 11. OTHER SIGNIFICANT CONDITIONS e ”,MA«. j / ;
Conditions contributing to the death bl not ; (o Aar
related to the disease or condition causing death.
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION i 20. AUTOPSY?
TION D
. YES NO E
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.5..in orebout | 21c. (CITY , TOWN, OR TOWNSHIP) {COUNTY) {STATE)
SUICIDE home, Isrm. faatory, strest, office bldg.,ma.)
HOMICIDE G et Lo
2. TIME  (Moathh (Day) (Yea) (Houn | 2le. INJURY OCCURRED | 2tf. AIGW DID INJURY OCCUR?
WHILE AT NOTWHILE[]
INJURY o. | WORK AT WORK

W~

, and that death occurred al AJ_l_QE m., from the causes and on the dale stated above.

2. I hereby certify thcg 1 attendci the deceased from Oct 27 s, 19 11-8 to __M_&L_B.,_ 19_1.].9 that I last saw the deceased
alive on ___I‘..__,.__._ 19

232 SIGN (Degree or title}) | 23b. ADDRESS JOS MO. &3, DATE SIGNED
2 er K o #A N | oy BB 7 oy
NB gERIAL CREMA- 24b. DATE 24c l\A'dE OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, ot county) (Btate}
3/8/49 Tarkio, Missouri
53;)_, 25. FUNERAL DIRECTOR'S SiGNATURE " ADDRESS

DATE REC’D BY LOCAL REG;'R;?SI::;TURE 5 3
(Licensed Embaltmer's Statement on Reverse Side}

Laer 231"




e e P P ————

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, Or by

~ ,  Student Embslaer Wo.
working under my personal supervision.

Student ..... wesssenurasren trssseresasaanes Signed
Student Embalmer

. . ’ Licensed Embalmer No. L{—r 3 é

P. O. Addrf'u?/?‘j_ /Dg ﬂ%% 2717,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failm to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




